Dic8s8iomn.-Dr. MARTIN said that this case had appeared at first to be encephalomyelitis with a large number of polymorpbonuclears in the cerebrospinal fluid. The patient had made a good recovery, which, he thought, might eventually be complete. He had seen two similar cases, one in a young man aged 21, who, like this girl, had had an illness of an abdominal character, with a great deal of vomiting, lasting about three weeks, together with considerable temperature, and had then waked up one morning to find that his lower limbs were completely paralysed, and that he had retention of urine. He was admitted to hospital and in about six months, much to his (the speaker's) surprise, he had made a complete recovery. One other patient, under observation at present in hospital, was a man aged about 55, with paralysis affecting chiefly the lower lumbar and sacral segments, with retention of urine. He had been in hospital for about four months, and was improving steadily. Like the girl in the present case, he still had some bladder trouble, but he was able to walk again, and was likely to make a complete recovery. He had only found four similar cases in the literature; these were described in the Archives of Neurology a few years ago under the same title as that of his present case. In all four there had been good recoveries. Probably the condition was closely allied to that in certain other cases in which the paralysis more often extended from below upwards.
Dr. C. P. SYMONDS said that he had reported a number of similar cases a few years ago to the Association of Physicians. One found cases which were intermediate between this type of condition and polyneuritis. He remembered one in a woman who had a week's fever with severe illness, but no physical signs could be found until she began to complain of tingling in the perineum. Knee-and ankle-jerks were absent, and she later had Jacksonian attacks.
What interested him about Dr. Martin's case was that there were polymorphonuclear cells in the cerebrospinal fluid. These had certainly not been present in his, the speaker's, own cases.
Dr. MARTIN (in reply to a member) said that the chlorides in the cerebrospinal fluid were normal. Dr. Symonds' cases corresponded closely with some of his (Dr. Martin's) own. He had had certain others in which there was lymphocytosis in the fluid. The present case differed from these in that the incidence was so much more on the cord. She was well until two weeks ago when she developed a cold and left earache associated with noises; after four days this was succeeded by partial left-sided deafness which lasted three days. She resumed work after two days in bed (one week previous to admission) but noticed continuous pain in back extending downwards from between shoulder-blades and tending to radiate round right side of trunk. Pain disturbed her sleep and was later associated with "terrible knife-like " pains in right side of abdomen; she returned to bed after a few days at work. Pains continued until the morning previous to admission, when she awoke to find them replaced by numbness and a feeling of pins and needles in the right side of the body below the waist. The numbness was associated with weakness of the legs, more marked on the right side. Intermittent aching pain was present in the lower part of the chest " as if the bone would break." For two days she had had weakness of the left hand. She had had retention of urine for one day. Sensation: Touch, pain, and temperatutre lost below level of D 8 anteriorly and at slightly lower level posteriorly; loss is complete except for area of relative loss from L 4 to S 5 on right side. Above anasthetic area is one of gradually diminishing hypalgesia until normal sensation is reached at D 3. Vibration faintly appreciated below waist. Gross position loss in lower and left upper limbs.
Cerebrospinal fluid: Normal pressure readings. Fluid slightly yellow. Cells 104 per c.mm. (85% small monos., 10% polymorphs., 5% large monos.). Total protein 0 175%. Globulin tests positive ; Lange 0001222222. Wassermann reaction negative.
Blood: Leucocytosis (18,200) present. Wassermann reaction negative.
Progress.-Paraplegia rapidly became complete with absence of all deep reflexes -in lower limbs; extensor plantar responses remained. After four days ankle-jerks returned and sensory loss on right side of body became less marked. Has been doubly incontinent for past two days.
Discussion.-Dr. D. DENNY-BROWN said that this case seemed to bring up the same question of pathology as that in the case just shown by Dr. Martin. The sharp sensory level in disseminated encephalo-myelitis was of interest in that it did not there indicate a focal lesion, and therefore did not seem to be of importance in the differential diagnosis between the focal and disseminated types. In one case of acuite myelitis which he had seen the patient had had a prodromal illness lasting a week, during which a crop of herpes occurred on the palms of the hands and soles of the feet. As the herpes disappeared the cord lesion became evident, but not until then. The patient at the time of the occurrence of the group ,of herpes and for the next forty-eight hours or more had no cord symptoms at all. It had always appeared to him (the speaker) that the herpes was perhaps some significant evidence of the occurrence of a more generalized dissemination than the apparently focal character of the subsequent myelitis would lead one to suppose.
Dr. MACDONALD CRITCHLEY said that a certain number of cases were probably instances *of vascular disease of the spinal cord. The acute transverse cord lesions coming on after febrile disorders or during convalescence from influenza might well, in a proportion of cases, be vascular rather than inflammatory. An occlusion of the anterior spinal artery would give a transverse lesion which would be difficult clinically to distinguish from myelitis.
The PRESIDENT said that he was interested to hear thrombosis suggested as the possible cause as, when he was pathologist at Queen Square, Dr. Charlton Bastian always contended that the majority of cases of transverse myelitis were really due to thrombosis.
Dr. C. WORSTER-DROUGHT asked if one would expect lymphocytosis in the cerebrospinal fluid in a purely vascular condition. The account of the symptoms rather suggested an inflammatory state.
Dr. J. P. MARTIN said that in one case seen in hospital the lesion had appeared (post mortem) to be a venous thrombosis, although he had felt quite convinced from the clinical history that the condition was inflammatory. The patient was a young girl, who had pain in the back for forty-eight hours, followed by complete paraplegia, from which she never recovered. The cerebrospinal fluid had a high protein content. Dr. Greenfield had told him that in some other cases which were apparently vascular, lymphocytes and, occasionally, polymorphonuclears, were found in the cerebrospinal fluid. He might mention the case of a woman aged 65, who was out in the street when suddenly her legs became weak, and she had to cling to some railings. She was assisted by passers-by, and when medical attention was called to her it was found that she had a complete flaccid paraplegia; from this she never recovered. This case, he supposed, must be a vascular lesion; the onset seemed far too rapid for any other kind of disease. One had seen also syphilitic cases which had shown a persistent flaccid paraplegia. He was inclined to think that the lesion in such cases was not simply at one level but extended down the cord and was probably due to thrombosis of the anterior spinal artery.
Dr. C. P. SYMONDS said he believed that an acute vascular softening of the spinal cord might also produce a sharp rise in temperature. He wondered if the cases referred to by the Chairman had occurred in young people.
